Abstract: Paediatricians generally have good skills in the assessment and management of attention deficit hyperactivity disorder. In most cases this is not difficult -the paediatrician's role is clear, and evidence-based treatment can be delivered. There are however some clinical situations which present diagnostic, ethical and/or management dilemmas for paediatricians in relation to possible attention deficit hyperactivity disorder. This Viewpoint article addresses some of these scenarios.
Mixed Developmental Disorders
We know that the majority of children and adolescents with ADHD have at least one co-morbid developmental or mental health disorder, 4 and these often contribute greatly to the child's functional impairment. Although diagnosing and managing comorbid disorders is fundamental to good ADHD management, they tend to be under-identified by paediatricians. 5 The mix of overlapping problems commonly seen by paediatricians today includes autism spectrum disorder, learning disabilities and emotional-behavioural difficulties, and it can be challenging to decide what to target first. There is often a complex interplay between problems such as anxiety, inattention, tics, sleep disturbance and poorly regulated/antisocial behaviour. In these situations, I find it useful to develop a working hypothesis with the parents and the patient (if sufficiently cognitively able), and suggest both a first-and a second-line management plan. This may sometimes involve prioritising a prominent co-morbid problem rather than ADHD. I often suggest a sequential approach to addressing two or three problems contributing to the child's struggles. Sometimes more than one problem can be addressed with a single intervention, for example, psychological intervention to manage anxiety and self-regulation; or an alpha-adrenergic medication to treat both inattention and tics. I try to be disciplined and evaluate the response of the a priori target symptoms to each intervention, ensuring it has been given adequate dose and duration (whether pharmacological or non-pharmacological), while also being alert to changes outside of these interventions which may have altered the child's symptoms for better or worse, for example, making a new friend or losing contact with his father.
ADHD Presentation in Children with Trauma Histories and/or Living in Chaotic Families
This is a particularly difficult scenario. Attentional and emotional dysregulation are obviously common symptoms in children whose lives have lacked stability, who have been subjected to traumatic experiences or who do not feel emotionally secure. It can be challenging to evaluate the relative contributions of intrinsic developmental weaknesses and environmental circumstances (past and/or present) to the presenting symptoms.
My approach in these cases is to gather as much information as I can from multiple sources, and to ensure the child is accessing trauma-informed psychological services, 6 before considering medication. I discuss my role and potential contribution, including the pros and cons of prescribing medication, with other professionals involved. Harm minimisation is often an important element of long-term care, for example, maintaining school engagement and avoiding serious antisocial behaviour with consequent juvenile justice involvement.
These children often fulfil diagnostic criteria for ADHD, and their symptoms may respond, at least to some extent and for some time, to ADHD medications. I often do prescribe stimulant or other medication to reduce impulsivity/self-control and help with emotional regulation. The goals are to help the child to be more available to participate in normal activities such as attending school, as well as therapy.
Good paediatric 'housekeeping' is particularly important for these patients -a nutritious diet, regular exercise and adequate sleep to help maintain a healthy weight and optimise fitness and alertness. Parents/Carers sometimes need reminding to give their children ample opportunity and encouragement to excel in areas of strength to help maintain their self-esteem.
Children Whose Separated Parents Report Very Different Symptom Profiles
In some cases, one parent (usually the one attending) reports severe ADHD symptoms, and the other only mild, or none at all. This scenario raises a range of possibilities. Sometimes hostility between the parents appears to influence the description of the child's behaviour while in their respective care, for example, 'He's fine with me', implying (or directly asserting) that there must be a problem with the child's relationship with the other parent, and/or with the other parent's parenting skills or style. I try not to second guess the parents in search of ulterior motives, rather I find it more useful to accept the divergent histories on face value and try to work with each parent to help the child function well.
One of the fundamental principles in the diagnosis of ADHD is to ensure there is evidence of cross-situational impairment (i.e. at home and school). I think it is important to obtain information directly from teachers -either by unstructured report, standardised questionnaire or personal contact (phone or school visit) -rather than simply accepting a parent's report that their child has difficulties attributable to ADHD symptoms at school. Indeed the diagnostic and statistical manual of mental disorders-fifth edition 7 in its explanatory text emphasises the importance of gathering independent information 'confirming substantial symptoms across settings' from informants 'who have seen the individual in those settings' (i.e. parents and teachers), to improve the reliability of assessment. I hardly ever visit schools these days, although I recommend it strongly for paediatric trainees. It is important that we try to understand the culture and thinking of schools in relation to our patients and the sort of difficulties they present in schools, as educators often have different perspective to paediatricians on the causes and best ways to help children who present with learning and/or behavioural difficulties. 8 If there are no significant ADHD symptoms at school then it is not ADHD. However, if the teachers do report substantial impairing ADHD symptoms persisting over time, then the diagnosis can be made and treatment suggested.
Diagnosis is not the only challenge here -managing these cases can be hard work. I aim to get both parents involved -at least by copying the non-attending parent in on correspondence or speaking on the phone -and to seek common ground. This is not always possible. I try to help the less concerned parent to see that although the child behaves differently at his two homes, the information from school indicates that he is having real difficulties with ADHD symptoms and we should do everything we can to help -including a carefully evaluated trial of medication. Often the parent who does not report symptoms will agree to the child having medication on school days, particularly if the child tolerates it well and good benefits are reported.
Pre-School-Aged Children
We are right to be concerned about prescribing long-term neurochemical-altering medications to young children with rapidly developing brains. Although no long-term effects have been demonstrated, pre-clinical research suggests that chronic exposure to stimulants could potentially alter the trajectory of genetically programmed synaptic maturation. 9 The NICE guidelines recommend that before prescribing for children younger than 5 years of age, parents should be offered 'an ADHD-focused group parent-training programme', environmental modifications should be implemented and reviewed, and a second specialist opinion should be sought from an ADHD service with expertise in managing ADHD in young children (ideally a tertiary service). 10 In practice parent training programmes are not always easy to access. There are, however, some uncommon situations in which I think it is appropriate to consider a trial of medication for preschool-aged children -where the potential benefits outweigh the potential risks. These include extremely hyperactive children who lack the developmental capacity to attend to an activity for more than a few moments or to interact meaningfully with peers or carers/educators, or whose safety is genuinely at risk, for example, from running off. I start with a very low dose and titrate up slowly, monitoring carefully for side effects, which are more common in younger children.
These patients need to be followed closely into the school years. The presentation and functional difficulties associated with ADHD evolve across developmental stages as demands change.
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Treatment targets may shift as the child struggles to negotiate an increasingly complex environment. As with any chronic condition, I find it best to apply a chronic care paradigm in ADHD from the beginning. We can help patients and their families to consider long-term goals and aspirations. 12 Challenges associated with major transition points (e.g. school entry, beginning high school) should be anticipated, and strategies discussed in advance to minimise problems.
Highly Intelligent Older Adolescents Who Are Functioning Quite Well but Request ADHD Medication
Some adolescents present de novo with a belief that they have always struggled with ADHD symptoms, and that these symptoms are becoming particularly problematic in the final years of high school. They assert that they could do better academically if they could concentrate better. This scenario is less common in Australia than in the USA. The patient usually provides all of the subjective symptoms required for a diagnosis of ADHD. I try to get a history of ADHD symptoms during childhood from the patient's parent. I have an open conversation with the young person about the appropriateness and potential benefits of medication. I contextualise the place of medication alongside other strategies to help with organisation, efficiency and academic performance. If I prescribe (which I often do) it is sometimes with a slightly uncomfortable feeling that this individual is getting an advantage that many equally distractible others are not.
Conclusions
Uncomplicated ADHD is not difficult to manage -assessment and treatment are adequately informed by a solid evidence base. However, many cases are more nuanced, and in these cases clinical guidelines have limited utility in informing best practice. This is where art meets science, as we search for more creative, and sometimes intuitive, solutions to best help the child and family.
